pinned back into the depression. Pieces of periosteum, bone, and soft mushy d6bris from cavity sent for biopsy (A) . Result of aspiration of swelling before operation also sent for examination (B) . Post-operative condition uneventful throughout.
(A) Pathological report (Dr. W. D. Newcomb).-"The soft tissue and tissue in spaces between bony trabecule are similar. consisting of numerous large cells of histiocyte type with oval vesicular nuclei. There is a little collagen fibre, lymphocytes and a few neutrophil and eosinophil polymorphs. Only slight evidence in the section of any destruction of bone. Diagnosis rests between an endothelial neoplasm with secondary round-celled infiltration, and chronic infection with much histiocyte formation. The latter would appear more likely." Post-operative X-ray reports.-(Dr. E. R. Williams, 12.11.36, fig. 2) Right leg: "Apart from operation there is an appreciable increase in bone change since last examination. Radiologically, I still feel that diffuse endothelioma is a distinct possibility." (Dr. H. C. Gage, 17.11.36) Lungs : " Left hilar adenopathy. Nothing to give definite clue as to nature. Lungs clear."
Six treatments of deep X-ray therapy were given between November 16 and 24, without any local reaction. Two fields were mapped out, each of 90 sq. cm. and each receiving 800 y units, divided into three equal doses on consecutive days, using a kv. of 180, with 065 mm. zinc, 3 mm. aluminium as filtration.
28.11.36: Patient temporarily discharged from hospital, using crutches. Wound practically healed. R. B., male, aged 5 months, born at term, normal delivery, the younger of two children; mother under treatment for gonorrhbea. Breast fed for two months. At two weeks a thrombosed vein was noted over the anterior surface of the upper end of the left tibia. The infant showed no constitutional symptoms until 5 weeks old, when he became intensely jaundiced and refused feeds. At this time (6.10.36) he was admitted to the Infants Hospital in a semi-comatose state. He was deeply jaundiced, the liver and spleen were enlarged, there was a blood-stained umbilical discharge, and petechiae were present over the hard palate. The thrombosed vein over the left tibia was still palpable, and a second thrombosis had occurred over the right chest. Both infant and mother had an acute upper respiratory infection. The infant was given an immediate blood transfusion (80 c.c.) with some improvement in the general condition; however, he remained hypotonic and unable to suck. Two days later, thrombosis of the left testicular veins, with great enlargement of the testicle, was noted. The anterior fontanelle was tense, and there was slight separation of the sutures. The circumference of the head was 161 in. Lumbar puncture showed blood-stained C.S.F. under increased pressure. Blood and C.S.F. cultures negative. The discs (8.10.36) appeared pale, left more so than right. The infant showed very little response to light.
The patient had irregular low-grade pyrexia for two or three weeks. The jaundice gradually faded, the liver and spleen became smaller, and the umbilical discharge ceased. After several weeks the superficial thromboses were no longer detectable. Repeated lumbar puncture at first showed the presence of old blood, the C.S.F. becoming clear after two weeks. Subsequent examinations of C.S.F. have shown no abnormality.
The patient's general condition improved, and he began to gain weight although he remained difficult to feed. The bead enlarged slowly, measuring 17 in. at fourteen weeks. At this time the infant appeared definitely subnormal mentally, and the vision was defective. He was discharged home 6.12.36, and readmitted to Guy's Hospital on 18.1.37. In the interval be had been very difficult to feed, and bad been fretful and screaming for several days.
Present condition. Comment.-The following interpretation of the case is suggested (1) The occurrence of multiple thromboses was due to sepsis originating in the infected umbilicus and ascending to the liver (hence the jaundice), or possibly secondary to the upper respiratory infection from which both the mother and child were suffering when they first came under observation. Admittedly, the first thrombosis (in the leg) occurred two to three weeks before the symptoms of generalized infection, but the state of the umbilicus was not then noted and it is quite probable that there was even then a low-grade infection at that site.
(2) Thrombosis of one or more of the cerebral sinuses gave rise to intracranial haemorrhage (hence the blood in the cerebrospinal fluid), and subsequently to obstruction to the flow of C.S.F., resulting in hydrocephalus.
(3) Failure of the C.S.F. pressure to rise on pressure over the jugulars suggests thrombosis of both lateral sinuses.
(4) Ventriculograms show great internal hydrocephalus, the left ventricle being considerably larger than the right; there is, however, free communication between the ventricles, the right filling with air injected into the left. POSTSCRIPT (10.3.37 ).-In order to confirm the presence of sinus thrombosis, 4 c.c. of perabrodil were injected into the longitudinal sinus, and radiograms were taken immediately and four and five minutes after injection. The accompanying sinograms show what appears to be a complete block 2j inches posterior to the anterior fontanelle. It will be seen that the opaque fluid has passed laterally, but after five minutes is still held up at this point posteriorly. Progress.-February 1937: Arrhythmia and fibrillation persist, but the heart sounds are stronger. The patient is now able to walk 140 yards, fully dressed, without undue shortness of breath.
Myocardial
Discu88ion.-Mr. UPCOTT said that while the omentum was peculiarly well fitted to carry a vicarious blood supply (a fact familiar to all surgeons), benefit in this case, and in some of the cases reported by Beck, had followed on the muscle-graft operation. If this were to be attributed to revascularization of the heart it was possible that this was as much the result of the injury inflicted by the operative approach as of the particular method of graft employed.
Dr. GEOFFREY KONSTAM said he must pay tribute to the skill with which the operation had been performed, but he had some doubt as to the suitability of the patient for the operation. He did not consider that the evidence of myocardial isch8emia was conclusive, nor did he think that the post-operative condition warranted a favourable prognosis. The patient was an acromegalic with auricular fibrillation and an enlarged heart: his arteries were normnal for his age, and fibrillation' probably accounted for the cardiac enlargement. Even if the cardiomegaly was part of the acromegalic syndrome, myocardial ischmemia could not be inferred. Comparison between the skiagrams taken before and after operation showed that the diameter of the post-operative cardiac shadow had widened by 2 or 3 c.mm.-a finding of poor prognostic significance. The heart-rate was approximately 140, and he thought that digitalis should be exhibited.
Dr. F. PARKES WEBER, referring to Dr. Konstam's remarks, said he thought that the cardiac degenerative signs were almost certainly due to defective blood supply following the great hyperplasia of the heart (" cardiomegaly ") connected with the patient's acromegaly.
